Femoral endarterectomy with iliac stenting is a safe and effective minimally invasive alternative to aortobifemoral bypass. However, TransAtlantic Inter-Society Consensus D lesions with contiguous iliofemoral occlusion are challenging cases for hybrid repair. Herein, we present a unique approach for iliofemoral revascularization by on- (Fig 1, A) with three-vessel runoff. Given the patient's comorbidities, bilateral common femoral endarterectomy with concomitant iliac angioplasty and stenting was offered, with plans for a novel approach to left EIA revascularization.
In patients with aortoiliac and femoral occlusive disease, hybrid repair combining endovascular iliac stenting and femoral endarterectomy offers a less invasive alternative to aortobifemoral bypass, with shorter length of hospitalization and less resource use. [1] [2] [3] It yields acceptable long-term results with higher primary patency rates with the use of covered stents compared with baremetal stents. 1, 4 Whereas this technique is ideal for stenotic iliac arteries, complete iliac occlusion extending into the proximal femoral arteries presents a more challenging scenario that can complicate the endarterectomy plane, proximal control, stent graft delivery, and apposition. Herein, we describe a new hybrid approach to aortobifemoral revascularization by on-table modification of self-expanding covered stents for treatment of TransAtlantic Inter-Society Consensus (TASC) D aortoiliac and femoral occlusive disease. The patient consented to publication of this report. Surgical technique. Through left brachial access, flush aortography verified the computed tomography angiography findings (Fig 1, B) . Bilateral CFAs were then exposed, and circumferential control of bilateral distal EIAs was achieved by mobilization of the inguinal ligaments bilaterally.
CASE REPORT
After circumferential control of the bilateral SFAs and PFAs, the The left outflow vessels were clamped in preparation for the novel approach. With the Viabahn stent and wire in place, extensive femoral endarterectomy was performed from the distal EIA to the proximal PFA (Fig 2, A and B) , and the plaque was removed en bloc (Fig 2, C) . Proximal endarterectomy was performed approximately 2.5 cm proximal to the distal tip of the Viabahn stent to allow maximum stent apposition and opening into the endarterectomy plane. The anterior surface of the Viabahn stent was cut longitudinally, and four interrupted 6-0 Prolene tacking sutures were placed along the posterior surface of the stent for optimal apposition to the arterial wall (Fig 2,  D) . Next, XenoSure (LeMaitre, Burlington, Mass) patch angioplasty was performed (Fig 2, E) , incorporating the surgically modified stent and the overlying native arterial wall into each bite to allow maximal opening of the stent outflow and smoother incorporation of the stent into the endarterectomy plane. The remainder of the patch angioplasty was performed in the usual standard fashion. On completion of patch angioplasty, the proximal occlusion balloon was desufflated, and a bounding palpable pulse was noted.
Because the stenotic right iliac system was patent, traditional femoral endarterectomy and retrograde iliac stenting were performed with deployment of one Viabahn stent (7 Â 10 mm) in the EIA and one VBX (8L Â 39 mm) in the distal common iliac artery. A bounding palpable femoral pulse was appreciated along with biphasic Doppler signals in the CFA, SFA, and PFA.
Completion transbrachial aortoiliac angiography revealed a widely patent aortoiliac system (Fig 3, A) with brisk runoff to a now widely patent bilateral femoral circulation without flowlimiting lesions, extravasation, or dissection (Fig 3, B and C) . 
DISCUSSION
Iliofemoral endarterectomy with proximal iliac stenting is a safe and effective alternative to traditional open surgery in patients with iliofemoral occlusive disease. 5 Studies have reported 5-year primary patency rate of 60% to 87%, primary assisted patency rate of 97%, and secondary patency rate of 98% for TASC C and D lesions treated with combined CFA endarterectomy and iliac stenting or stent grafting. 1, 4 The described case provides a modified alternative to the traditional technique of retrograde iliac stenting, eliminating the need to clamp heavily calcified, diseased iliac vessels, thus allowing a more extensive proximal endarterectomy plane (Fig 4,  A and B) as well as a smoother transition and incorporation of the iliac stent grafts into the endarterectomized plane (Fig 4, C) . This technique is best suited for TASC D aortoiliac lesions with total occlusion of the EIAs. Conventionally, endovascular iliac graft stenting is performed after CFA patch angioplasty as placement of stents into the distal iliac arteries before endarterectomy precludes the ability to use a clamp for proximal control of the CFA because of the risk of crushing the stent. 3 Although, in our unpublished experience, the Viabahn 
